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During the past few months we seem to have encoun- 
tered a minor epidemic of pleurodynia in Cape Town. 
Van der Walt’s? cases and the experience of practi- 
tioners in Cape Town and on the Cape Flats*.* seem 
to indicate a rather widespread outbreak of this strange 
disease. The comprehensive definition of Cooper’ 
embraces all the salient features of this malady known 
variously as Bornholm disease, epidemic myalgia, 
devil’s grip, etc.: ‘An acute infectious disease charac- 
terized by the following features: 

(a) An abrupt onset of excruciating pain in the chest 
and/or epigastrium, especially along the diaphragmatic 
attachments, aggravated by deep respirations and move- 
ments of the trunk; 

(b) Fever of low or high degree; 

(c) Subsidence of pain and fever in most cases in a 
few hours to 36 hours, occasionally 72 hours; 

(d) Recurrence of pain in some patients at intervals 
of 1-3 days; 

(e) Occurrence primarily in young healthy individuals 
of either sex; 

(f) Infrequent occurrence of pulmonary or pleural 
findings; 

(g) Usually a leukopenia; 

(h) Negative bacteriological findings; 

(i) Invariable recovery without sequelae. 

The very characteristic positive history with negative 
findings makes the malady easily recognizable. 

In the absence of knowledge of an epidemic it may 
be confused with the acute abdomen or acute thorax 
(especially pleurisy). Conversely, during an epidemic 
these serious illnesses may be missed and called Born- 
holm disease. 

The following case histories describe the various 
syndromes seen, all of them in the very best of health 
when the malady made its sudden appearance. 


CASE |. (AUGUST 1949) GARDENS DISTRICT, CAPE TOWN 


A European nurse, 22, employed at a Private Tuber- 
culosis Nursing Home, complained of the sudden onset, 
two hours before, of a severe cutting pain in the left 
chest starting under the left breast and radiating to the 
epigastrium and the back. Pain was aggravated by 
breathing or coughing and movement sideways. She 
was most comfortable lying propped up in bed with 
her knees flexed. She was greatly distressed, each 
respiration suddenly halted by an excruciating stab. 
She was convinced, as well she might be, that she had 
pleurisy. 

Clinically she was afebrile with poorer expansion of 
the left chest than right. There were no other abnormal 
findings. Neither aspirin, codeine or morphine offered 
much relief. Next morning the pain had lessened 
slightly, but was now maximum in the left shoulder. 
Her temperature was 100° F. 

During the day the pain gradually subsided, havi 
lasted about 15 hours. She now felt completely well 
and went bathing the next day. That night, 48 hours 
after the onset, pain recurred in the left chest, this 
time not so severely, lasting only four hours and with 
complete recovery on its subsidence. 

Screening and X-ray of the chest were completely 
negative. 


CASE 2. (NOVEMBER 1949) SEA POINT 


A European boy 5 years old fell on his stomach. Next 
day he complained of severe abdominal pain coming 
on in spasms which made him curl up in agony and 
cry out. Attacks varied in duration from a few seconds 
to a bout lasting half an hour, with irregular intervals 
of freedom from a few seconds to many hours. 
Physical Examination. A striking feature was the 
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rapid, gasping, staccato breathing (40 per minute) 
which obviously was causing pain. Temperature, 


104° F. Tonsils enlarged and inflamed. During 
spasms the abdomen was extremely tense and tender 
but as they passed off it became quite soft—revealing 
nothing abnormal to palpatation. At first mesenteric 
adenitis, intussusception or a ruptured viscus was con- 
sidered the most likely diagnosis, but the subsequent 
history made Bornholm disease the probable answer. 
The urine and the blood count were normal. 

These episodes occurred at irregular intervals lasting 
various lengths of time for three days and then sub- 
sided with complete recovery. 


CASE 3. (FATHER OF CASE 2) AGED 36 YEARS 


When the boy had been ill for two days the father 
complained of sudden severe epigastric pain which 
doubled him up. The pain lasted about 15 minutes, 
but recurred that night. 

Next morning, free from pain, he went to work but 
‘the cramp under the ribs’ returned. He felt cold 
and sweaty and came home. 

Later that day the pain became very severe, radiating 
from epigastrium to the back round both sides. It 
felt like a bad ‘stitch’ so that he could not catch his 
breath. He was greatly distressed. 

The most comfortable position was lying propped up 
in bed with trunk flexed and knees drawn up. 

Deep breathing as ‘ inhaling a cigarette’ or lying on 
his side or straightening the trunk or legs intensified 
the pain. There was marked epigastric tenderness. 
X-rays of the chest, examination of the urine and the 
blood count within normal limits. This severe pain 
lasted 24 hours. It disappeared for 24 hours to return 
when it was associated with shoulder pain. It now 
lasted a few hours and completely disappeared leaving 
no sequelae. 


CASE 4. (WIFE OF CASE 3), AGED 35 YEARS 


On the second day of her husband’s illness (the son now 
being well) she presented an afebrile onset almost 
identical with that of her husband. As they both lay 
grunting with pain, it truly looked as if they had been 
smitten with the devil’s grip. The pain came on in 

roxysms which she remarked were more severe than 
abour pains, lasted on and off for 48 hours and stopped 
with no recurrence. 

Pain, however, was referred to the right iliac fossa 
and this subcostal and shoulder pain simulated at one 
stage a ruptured ectopic. 


CASE 5. (INFANT, 16 MONTHS: SON OF CASE 4) 


On the first day of the mother’s illness he suddenly 
developed an acute attack of ‘ colic’ which lasted about 
10 minutes. This was repeated an hour later and then 
two bours later he was afebrile, quite well between 
attacks and had no further episodes. 

Discussion. This wholesale involvement of a family 
is apparently the rule rather than the exception in big 
epidemics. Some immune member may escape. 
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CASE 6. (EUROPEAN FEMALE, 35 YEARS) GARDENS, 
NOVEMBER 1949 

She presented a sudden onset of ‘pleuritic” pain 
coming on in spasms, each lasting about two minutes 
to be followed by a clear interval of half an hour. 
Pain started in the epigastrium and radiated to the back 
and the groins. Pain started about 8 p.m. and lasted 
until 5 a.m., when she was perfectly well. She went 
to work next morning. 


CASE 7. (5 MONTHS’ PRFGNANT) NOVEMBER 1949 


She presented with a more insidious onset. Nine days 
before she suddenly experienced a tightness of the 
chest like an elastic band and could not take a proper 
breath. This lasted a few minutes and was relieved 
by walking. It recurred daily for nine days in the late 
afternoon. Then one night she developed the charac- 
teristic ‘ pleurisy-like pain’ starting in the epigastrium 
and radiating round both sides to the back. She could 
not catch her breath. A friction rub was heard under 
left breast for about 24 hours during which time she 
was afebrile. The attack lasted for about 12 hours, 
passed off and she was perfectly well with no sequelae. 


CASE 8. (EUROPEAN BOY, 6 YEARS) NOVEMBER 1949 


He woke one night with a scream, complaining of a 
severe pain in the chest and ‘shortness of breath "— 
an inability to breathe. 

This attack subsided next morning so that he could 
play with his friends but returned again in the after- 
noon. Pneumothorax and other pulmonary pathology 
was excluded radiologically and 36 hours after the 
onset he was quite well with no further recurrence. 


CASE 9. (EUROPEAN MALE, 38 YEARS) JANUARY 1950 


He presented with characteristic pleuritic-like pain. 
He had pleurisy five years before on the same side and 
remarked that the pain was identical. In this case 
the pain also presented a dromedary-like chart. The 
pain was present for about 12 hours, with complete 
relief for 36 hours and a recurrence for six hours before 
complete recovery. 


CASE 10. (FEBRUARY 1950) 
This attack was practically identical with that of Case 9. 


Discussion. These few cases depict most of the 
characteristics of epidemic myalgia, viz., the acute onset 
of severe pain in the lower chest, aggravated by 
breathing. The adoption of the relaxel s2mi-recumbent 
position with trunk flexed and knees drawn up as the 
most comfortable; the frequent rela and the final 
subsidence with complete recovery. In large epidemics 
numerous concomitant symptoms may occur, viz. 
pharyngitis, gastro-intestinal disturbances—which mimic 
the acute abdomen, headache and an _ occasional 
meningo-encephalitis have been described. All clear 
up completely. 

The etiology and pathology of this malady is com- 


pletely unknown. 
riod lasts 3-10 days. 


The incubation The disease 


affects mostly healthy children and young adults. 
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Special investigations are all usually negative, the 
characteristic leukopaenia being a helpful diagnostic 
feature in excluding more serious illnesses, e.g. 
appendicitis. 

Radiography may reveal slight limitation of 
diaphragmatic movement on that side, otherwise it is 
normal. Treatment is ineffective. 

Unfortunately our cases could not sufficiently localize 
their pain to warrant local anaesthesia. The disease 
runs its irregular and variable course but always ter- 
minates happily with no sequelae. 

For an intensive review of this malady the reader is 
referred to Cooper’s Chapter in Brenneman.' 


SUMMARY 


Ten cases of Bornholm disease seen in Cape Town 
over the past few months are described. The malady 
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presents with the sudden onset of an acute pain which 
may simulate pleurisy (pleurodynia) or the acute 
abdomen; but there are no corroborative findings. This 
essentially negative examination is very characteristic. 
The diagnosis is readily made by the history, general 
appearance and observation of the case for a day or 
two. The illness lasts a few days, often subsides only 
to recur again; but after about three days it is usually 
over with complete recovery. 


REFERENCES 
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CHANGE OF THE BOWEL HABIT AND CANCER OF THE RECTUM 


A. SHEDROW, M.D., M.R.C.S., L-R.C.P. 
Johannesburg 


The writer published an article in this Journal! on rectal 
bleeding and early diagnosis of cancer of the rectum, and 
pointed out the pitfalls into which one could easily fall, in 
the presence of apparently innocent rectal bleeding. Piles, 
or a history of amoebiasis, often tend to detract one’s attention 
from the real issue, and cloud the diagnosis. 

Kirsner e al.? state that little progress has been made in 
the earlier recognition of carcinoma of the colon and rectum, 
and observe that there remains an insufficient unawareness of 
the frequency of this condition and too infrequent use of 
the examining finger and the proctoscope. The failure to 
diagnose ‘early’ cancer of the colon and rectum is all the 
more regrettable in view of the comparatively favourable 
prognosis accompanying successful resection. 

More than half (54.3%) of all patients with carcinoma of 
the large intestine, seen at Mayo Clinic,® had lesions palpable 
by digital examination; 23% had received treatment for disease 
of the colon and rectum, and not for carcinoma; an additional 
16.2% had lesions within reach of the sigmoidoscope; a fourth 
of this group likewise received some form of treatment, other 
than for carcinoma; 29.5% were found to be beyond the reach 
of the sigmoidoscope, and of these, 28.4% were detected by 
X-rays and 1.1% on operation. 

Kleckner * reports a study of 441 cases of carcinoma of the 
colon and rectum, and found in 304 cases change of bowel 
habit as the earliest symptom; 100 cases were treated for 
diseases, principally of the colon and rectum, other than 
carcinoma, after the first symptoms of malignancy appeared. 

Guzetta> reports that in 100 cases of carcinoma of the 
rectum and anus, the average duration of illness, before seen 
by the physician, was nine to ten months, and the commonest 
symptoms were rectal bleeding, and change in bowel habit. 

Case 1. The present report is of a case with an early 
symptom of cancer of the rectum, change of bowel habit. A 
man, 61 years old, had no history in the past, except for a 
perforated duodenal ulcer 15 years ago, which had been 
operated upon, and external piles. Whilst on holiday he 
noticed that his motions increased in frequency, and he felt 
that he had to have bowel evacuations in rapid succession, 
and was often unable to retain them. He saw a doctor, who 
gave him an astringent mixture which did not stop the 
diarrhoea. He consulted the doctor a week later, who could 
not give him any further explanation of his condition. The 
Patient decided to leave things alone, hoping that this 


symptom would in time disappear. On his return to Johan- 
nesburg his general condition was very good; in fact, he put 
on weight, his appetite was good, his complexion healthy; all 
that worried him were the frequent motions. There was no 
blood to be seen in the stools. 

The only symptom of change of bowel habit in an otherwise 
healthy person made cancer of the rectum at once suspect. 
A digital examination revealed an indurated mass about } of 
an inch above the anal orifice, commencing on the terior 
wall of the rectum, and occupying three-quarters of the rectal 
circumference. Proctoscopy was done, and the biopsy specimen 
was found to be an adenocarcinoma grade The test for 
occult blood in the stool gave a positive reaction. The 
diagnosis of cancer of the rectum was confirmed. Thus four 
months after the patient first noticed the change of bowel 
habit the diagnosis of cancer was made. 

Further investigations before the operation revealed a normal 
blood urea, normal blood count and normal urine. 

On 2 February 1950, under pentothal, gas and oxygen 
anaesthesia, his rectum was re-examined, and the above 
diagnosis confirmed. Also, it was evident that this tumour 
was not fixed to the surrounding structures. A catheter was 
tied into the urethra. 

Through a left paramendian incision, the abdomen was 
opened, and no evidence or glands or secondary deposits was 
found. The iliac colon was cut through, and the proximal 
end brought out through a left grid-iron incision, as a terminal 
colostomy. The remains of the colon and rectum were 
separated from the peritoneum, and the latter drawn forward 
as a flap. This lower portion of bowel was then buried in 
the pelvis and the pelvic peritoneal floor was reconstituted. 
The patient was then put into the lithotomy position, the 
rectum plugged, and the anus closed with a stitch. Through 
an elliptical incision, including the anus, the rectum was 
dissected free and mobilized the whole way until the rectum 
and pelvic colon, together with glands and all peri-rectal tissue, 
were removed en bloc. 

A plug in an oiled silk bag was introduced into the cavity, 
and the patient reduced to the supine position, the abdomen 
was closed in layers and the colostomy fixed. He received 
1,000 c.c. of blood on the table, and his blood pressure 
dropped from 150 systolic to 130 systolic at the conclusion 
of the operation, which lasted 1 hour 20 minutes. He was 
returned to his bed, and received 1,000 c.c. of serum six 
hours later. 
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iy tumour was of the type grade 1, group A (surgeon's 
note 

Case 2. Mr. J. R. A. L., aged 60 years, came to consult 
me for frequent motions, which he had for the last 24 years. 
Previously there was a history of dysentery and diarrhoea. 
The number of motions daily amounted to 25, and the stools 
contained mucus and blood. He has been treated for that 
period with all kinds of drugs, without any results. 

When I saw him he was emaciated, weighed 120 Ib., looked 
very tired and extremely pale. His appetite was poor and 
his general condition unsatisfactory. In the presence of such 
a symptom as change of bowel habit, several possibilities had 
to be considered: 

1. Was it a case of chronic amoebic colitis? 

2. Was it a case of malignant tumour of the colon? 

3. Was it a case originally of amoebic colitis complicating 
now a malignant growth? 

The digital examination did not reveal anything abnormal 
in the rectum. Sigmoidoscopy proved equally negative. A 
barium enema revealed a filling defect in the pelvic colon, 
suggesting a carcinoma. As there was a history of amoebiasis, 
we gave him a short anti-bacterial and anti-amoebic treatment 
and repeated the — to eliminate a possibility of an 
amoeboma. The radiological findings did not disclose any 
noticeable difference and the filling defect persisted. 

We then decided to submit him to a surgical intervention, 
and Dr. J. Douglas performed the operation, excising the 
growth and - og the colon. The patient stood the opera- 
tion very well and made an uneventful recovery. He has 
since put on 35 Ib. in weight, the frequent stoals have ceased, 
his general condition has improved, his anaemia has been 
corrected medicinally, and he is ready to start again his 
calling as an engineer. 

Comment. Here is a case of a patient with bowel habit 
change, not similar to the previous case—change of bowel 
habit suggesting a form of colitis, probably amoebic, for 
which treatment was administered without result. At no time 
during the two and half years was any clinical investigation 
directed towards the possibility of a malignant growth in 
the colon. This case shows that a malignant growth can 
develop on a fertile soil of chronic colitis, which the patient 
undoubtedly had, before the appearance of the tumour, for 
the patient had symptoms of bowel change for two and a half 
years. 


COMMENT r 
There is undoubtedly some unawareness of the frequency of 
cancer of the rectum, lack of investigations, such as the 


common digital examination, and sigmoidoscopy. Patients 
suffering from haemorrhoids must be instructed to see their 
medical adviser as soon as change of bowel habit occurs, or 
if slight rectal bleeding appears. Many failures are registered 
on account of the presence of piles, which camouflage the 
real diagnosis. 

Patients must be -Y~ that rectal cancer is a slowly 
progressing condition, that the general condition of the patient 

not deteriorate for a considerable time, and therefore 
he must not be misled into a sense of false security when the 
above symptoms appear. Prompt medical examination will 
enable an early diagnosis to be made with excellent prog- 
nosis following surgical intervention. 

Patients with a history of amoebiasis often consult a doctor 
for bleeding and change of bowel habit. Here again it must 
not be assumed that intestinal amoebic ulcers produce these 

mptoms. It is often observed that malignant growths graft 
themselves on the inflammatory amoebic ulcerations and 
prompt investigation is essential. Cases of rectal polypoid 
tumours and adenomas also require investigation, because of 
frequency of malignant degeneration of these tumours. 

It should become a routine clinical investigation that cases 
of haemorrhoids should have a barium enema in order to 
eliminate any possible carcinoma, and proctoscopic investiga- 
tions should accompany radiological tests. 

Rectal bleeding and change of bowel habit should be 
associated with carcinoma of the colon and rectum. Con- 
ditions such as amoebiasis, polyposis and other inflammatory 
conditions must not be allowed to mislead. 
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ABSTRACT 


Bellet, S., and Nadler, C. S. (1948): The Use of Quinidine 
Sulphate in the Treatment of Hiccup. A Preliminary Report. 
Amer. J. Med. Sci., 216, 680. 


The authors report on their experience in using quinidine 
sulphate in the treatment of 9 cases of persistent hiccup, in 
6 of which the drug proved effective; in 2 patients the con- 
dition improved, though hiccup did not stop altogether. In 
one patient the treatment was of no avail. 

Hiccup is an _ intermittent clonic contraction of the 
diaphragm, often also of the accessory muscles of respiration. 
It may be due to a great variety of causes which irritate 
either the afferent pathway to the centers in the spinal cord, 
the centers themselves or their efferent pathways to the 
muscles. Many conditions may incite the attacks, such as: 
disorders of the oesophagus and stomach, gastritis, intestinal 
obstruction, peritonitis, typhoid fever and other severe infec- 
tions, etc. 

The methods of treatment are numerous and of extremely 
varying nature. Following the failure of the usual methods 
to stop an attack of hiccup in a patient who was rapidly 
becoming exhausted after 10 days of it, Bellet and Nadler 
tried 10 grains of quinidine sulphate, given by mouth. Within 
30 minutes the hiccup but recurred after 2 hours. 
Two successive doses of 10 grains given one hour apart 
relieved the hiccup for 8 hours, when the same doses stopped 
the attack for 12 hours. After the dose had been given once 
again, the hiccup did not recur. Thus, the patient took 50 
grains (= 3.3 gm.) of quinidine sulphate in a period of 2 days. 

Experience with su uent cases had results similar to that 
ef the first patient. inidine was administered by intra- 
muscular injection to a few patients. 

The authors suggest the following routine method when 
hiccup remains untractable on applying the usual well-known 
methods. An initial dose of 10 grains, to be repeated hourly 
for 3 to 4 doses. If the paroxysm stops, the patient may be 

t on a maintenance dose of 5 grains by mouth every 3 to 

hours. If the paroxysm recurs, the initial high dose should 
be repeated. 

As to the probable mechanism of action, the authors point 
to the fact that the cinchona alkaloids have a pronounced 
effect on striated muscle. Quinidine lengthens the refractory 
period of skeletal muscle. Quinine the ability of 
the muscle to respond to and hold a tetanus. The excitability 
of the motor and plate is lowered, so that the response to 
nerve stimulation is . 

The cinchona alkaloids have also proven of value in the 
treatment of night cramps of the lower extremities. 

Quinidine could stop a paroxysm of hiccup in two ways: 
(1) by a direct effect of the drug on the oe. as well as 
on the muscles of respiration; and (2) by blocking the nerve 
impulses at the myoneural junction. 

The authors do not state whether in their opinion quinine 
might have the same or nearly the same be ial action as 
quinidine. They started their experiments with quinidine 

umably because their first patient needed that drug, as 

is normal cardiac rhythm was interrupted by frequent extra- 

systoles.  ¢ quinine may be as efficacious, like it is in 
night cramps of the extremities and in myotonia. 

Bellet and Nadler suggest that quinidine be used for those 
cases of persistent hiccup where the usual procedures are 
ineffective and where the continuance of the paroxysms result 
in exhaustion of the patient. 


|| 
In 
an 
we 
Pfi 
Te 
St 
of 
of 
its 
ne' 
of 
als 
pu 
| a 
kn 
ing 
Te 
an 
col 
ex! 
of 
po 
are 
Un 
are 
Sta 
eff 
mc 
stre 
un 
tra 
ma 
mc 
as | 
is § 
boc 
tox 
ma 
of 
mo 
29 
UMI 


950 


South African Medical Journal 
Suid-Afrikaanse Tydskrif vir Geneeskunde 


EDITORIAL 
TERRAMYCIN : ANOTHER MOULDY PRODUCT 


In a recent report' a preliminary account of a new 
antibiotic, Terramycin, has been published by a team of 
workers from the Research Laboratories of Charles 
Pfizer and Company, Inc., Brooklyn, New York. 
Terramycin has been isolated from a new actinomycete, 
Streptomyces rimosus, and has been so named because 
of the cracked appearance of the growth on the surface 
of an agar medium. Intensive work has been done on 
its properties in vitro and it seems quite definite that this 
new antibiotic is highly effective against a wide variety 
of pathogenic micro-organisms. Clinical studies have 
also been started, but the profession as well as the 
public must be warned that the value of Terramycin as 
a chemo-therapeutic agent in man is not yet fully 
known, although the preliminary results are encourag- 
ing. 

An important feature of its properties is that 
Terramycin is active by mouth as well as by injection 
and this will be an important consideration, especially in 
conditions requiring frequent or prolonged treatment. 

Animal studies also indicate that its toxicity is 
extremely low and this is a prime consideration in view 
of the dangers which have attended the use of other 
potent antibiotics. 

Preliminary clinical studies of the value of Terramycin 
are in progress at the New York Hospital—Cornell 
University Medical Centre, New York, and these studies 
are being extended in hospitals throughout the United 
States. The clinical tests are particularly directed to the 
effectiveness of Terramycin in the treatment of pneu- 
mococcal pneumonia, virus pneumonia, haemolytic 
streptococcal infections, staphylococcal infections, 
undulant fever, whooping cough, enteric and urinary 
tract infections as well as rickettsial diseases. 

The early results certainly indicate that Terramycin 
may play an important role in the treatment of pneu- 
mococcal pneumonia, certain rickettsial infections such 
as typhus fever, as well as undulant fever. If Terramycin 
is shown to have these powerful antibiotic effects in the 
body as well as in the test tube, its apparently low 
toxicity and its satisfactory activity when taken by 
mouth will ensure it a very high place in the grow’ag list 
of mouldy products which have become a feature of the 
modern treatment of infections. 


1. Science (1950): 27 January. 
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VAN DIE REDAKSIE 


TERRAMISIEN : NOG SKIMMELPRODUK 


In ’n onlangse verslag' is ’n voorlopige beskrywing van 
*n nuwe lewevernietigende middel, Terramisien, gepubli- 
seer deur *n groep navorsers van die navorsings- 
laboratoriums van Charles Pfizer and Company, Inc., 
Brooklyn, New York. Terramisien is afgeskei van ’n 
nuwe straalskimmel, Streptomyces rimosus en is so 
genoem weens die gekraakte voorkoms wat die 
kweeksel op die opperviakte van ’n agarmedium het. 
Intensiewe navorsing is in verband met die eienskappe 
daarvan in vitro gedoen en dit lyk heeltemal seker dat 
hierdie nuwe lewevernietigende middel hoogs doel- 
treffend is vir die vernietiging van ’n groot verskeiden- 
heid patogeniese mikro-organismes. Daar is ook 
met kliniese ondersoeke begin maar die beroep sowel 
as die publiek moet gewaarsku word dat die waarde 
van Terramisien as ’n chemo-terapeutiese middel vir 
die mens, nog nie ten volle bekend is nie, alhoewel die 
voorlopige resultate bemoedigend is. 

’n Belangrike kenmerk van sy eienskappe is dat 
Terramisien aktief is wanneer dit deur die mond 
ingeneem word sowel as wanneer dit ingespuit word en 
dit sal ’n belangrike oorweging wees veral by siekte- 
toestande waar veelvuldige of lang behandeling nodig 
is. 

Proefnemings met diere dui ook daaron dat die 
giftigheid daarvan uiters gering is en met die oog op 
die gevare wat met die gebruik van ander kragtige 
lewevernietigende middels gepaard gegaan het, is dit 
hoofoorweging. 

Voorlopige kliniese ondersoeke in verband met die 
waarde van Terramisien word by die New York Hos- 
pital—Cornell University Medical Centre, New York 
gedoen en hierdie ondersoeke word na_hospitale 
dwarsdeur die Verenigde State uitgebrei. Die kliniese 
proefnemings is veral gespits op die doeltreffendheid 
van Terramisien vir die behandeling van pneumokokke- 
longontsteking, virus-longontsteking, hemolitiese strep- 
tokokke-besmettings, stafilokokke-besmettings, brucella- 
koors, kinkhoes, besmetting van. die spysverterings- en 
urinekanale asook riketsia-siektes. 

Die eerste resultate dui beslis daarop dat Terramisien 
by die behandeling van pneumokokke-longontsteking, 
sekere riketsia-besmettings soos tifus-asook brucella- 
koors ’n belangrike rol mag speel. Indien Terramisien 
bewys lewer dat dit hierdie kragtige lewevernietigende 
uitwerking in die liggaam en in die proefbuis het, sal 
die skynbaar geringe giftigheid en die bevredigende uit- 
werking daarvan wanneer dit deur die mond ingeneem 
word, dit ’n baie hoé plek in die groeiende lys van 
skimmelprodukte verseker wat ’n kenmerk van die 
moderne behandeling van besmettings geword het. 


1. Science (1950): 27 Januarie. 
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A REVIEW OF NEW THORACIC SURGICAL PROCEDURES* 


WALTER L. PHILLips, M.R.C.P., (LOND.), F.R.C.S., (ENG.). 
Cape Town 


The past year has seen some startling advances in the 
scope of thoracic surgery. Many of these procedures are 
entirely new, but many of them are ingenious modifica- 
tions of old techniques. It is impossible to describe all 
this new work in detail. This paper can only give a 
listed summary of some of the new measures adopted 
by the English and American schools of thoracic surgery 
to deal with conditions of the cardio-vascular system, 
the pulmonary system, oesophageal and gastric systems, 
and the sympathetic nervous system. 


I. THE CARDIO-VASCULAR SYSTEM 


The majority of new surgical procedures of the thorax 
concern heart-abnormalities. Operations on laboratory 
animals first demonstrated the practicability of the 
formation of vascular shunts and that many of these 
vascular shunts were compatible with life. The applica- 
tion of these procedures to special abnormalities of the 
cardiac and vascular systems in the human being, gave a 
new impetus to this form of surgery. 

a. Patent Ductus Arteriosus. The treatment of this 
abnormality gave the first guide to the management of 
congenital cardiac conditions. In 1938, the first patent 
ductus arteriosus was ligatured and this operation has 
subsequently become one of the most ordinary of 
cardiac surgical procedures. It was natural, therefore, 
that our views on other congenital abnormalities of the 
heart should be revised. 

A few modifications in the surgical treatment of the 
patent ductus arteriosus have been made which are 
mainly a matter of perfection of technique. 

It was considered necessary at first to divide the 
ductus, as it was believed that in many instances it 
would be recanalised. Proof of this recanalisation is 
lacking. Incomplete closure of the ductus by the ligature 
was probably the cause of failure of the operation in 
many cases. It is now accepted that proper closure by 
ligature is an adequate procedure for this condition. 

b. Coarctation of the Aorta. In 1945 surgical treat- 
ment of coarctation of the aorta was successfully under- 
taken. This congenital abnormality previously produced 
fatal complications due to hypertension in the upper 
part of the body. In an attempt to overcome the aortic 
constriction, a wide-spread collateral anastomosis be- 
came established. The enormous dilatation of all the 
vessels taking part in this collateral anastomosis meant 
that all surgical treatment or even exploration was 
‘extremely hazardous. These dangers were soon mastered 
as chest surgeons learnt how to avoid injury to the 
greatly dilated, thin-walled arteries. The technique of 
arterial anastomosis is now highly developed and with 
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removal of the stenosed portion of the aorta and anasto- 
mosis of the two ends, the continuity of the aorta 
becomes re-established. At first many difficulties were 
encountered which were mainly technical in origin. It 
was clear that with careful dissection of the aortic inter- 
costal vessels, the aorta could be mobilised and also 
slightly stretched. This obviously facilitated the bridging 
of the gap in the vessel. It has been pointed out that 
though careful anastomosis is necessary, a successful 
result can be achieved by the use of a single line of 
suture. 

There is one important similarity between the opera- 
tions employed for patent ductus arteriosus and coarcta- 
tion of the aorta, i.e., there is no interruption of blood 
supply between the heart and a vital organ. In the case 
of the ductus arteriosus the operative procedure is 
merely the closure of an abnormal communication, and 
in the case of coarctation of the aorta, there is a tem- 
porary clamping off of the aorta while the well-developed 
collateral anastomosis maintains a blood supply to the 
lower extremities and the abdomen. - 

Previously, the main problem was the maintenance of 
blood flow to the vital organs during surgical operation. 
Ingenious instruments have been devised to deal with 
this requirement, e.g., Potts’ clamp and its modification:. 

c. Fallot’s Tetralogy. In 1945, Fallot’s tetralogy was 
first treated by Blalock by surgical operation. Fallot’s 
tetralogy consists of pulmonary stenosis, dextroposition 
of the aorta, a ventricular septal defect, and right 
ventricular hypertrophy. The ductus arteriosus under- 
) + normal obliteration and the foramen ovale is 
c 

The striking feature of this defect is that the child is 
deeply cyanosed due to the inadequate circulation of 
blood through the lungs. The child adopts an unusual 
squatting posture which helps to keep the blood out of the 
lower limbs in an attempt to exclude part of the body 
from the blood circuit. 

It was argued that if a better supply of blood could 
reach the lungs, better oxygenation would follow. In 
fact, if a condition resembling ductus arteriosus could 
be established, the patient would probably improve. It 
was reasoned that a complete but temporary closure of 
the aorta would be necessary during the operation to 

roduce such an anastomosis between the aorta and the 
eft pulmonary artery. 

This difficulty was overcome by the Blalock operation 
in which an anastomosis is made between the subclavian 
artery and the pulmonary artery. The subclavian artery 
can be divided without imperilling the blood supply 
to the limb. Potts subsequently devised a speciai clamp 
which excluded part of the aorta while the anastomosis 
was being performed. The special clamp allowed part of 
the aorta to continue to transmit its blood so that there 
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was no danger of impaired viability of the organs and 
limbs ordinarily supplied by the aorta. 

Detailed clinical examination of the patient supple- 
mented by special investigation, is necessary before 
operation is undertaken. Investigations include ordinary 
radiography, angio-cardiography and cardiac catheterisa- 
tion. The oxygen saturation of the blood in the different 
chambers of the heart, and the blood pressures within 
those chambers, must be known. These investigations 
are important, and it should be stressed that they carry 
with them a very definite and distressing mortality rate. 

There is a variation in the choice of a particular 
operation according to several factors. The aortic arch 
may arch towards the left or right side. This generally 
determines the side on which the anastomosis is to be 
placed. Or the aorta may arise from the third or fourth 
arch. Occasionally, remnants persist from both arches, 
the aorta consisting of two parts which encircle the 
trachea and oesophagus. Pressure on these two structures 
may cause difficulty in breathing and swallowing. Other 
cardiac abnormalities causing inadequate blood flow to 
the lungs may benefit from the Blalock-Taussig opera- 
tion. These include cases of a non-functioning right 
ventricle and certain cases of single ventricle with pul- 
monary stenosis. 

d. Valvular Abnormalities. The attention of the 
thoracic surgeon is always focussed on valvular abnorm- 
alities, particularly those of the mitral valve, as they are 
so frequently encountered. Autopsy specimens show the 
funnel-like narrowing occurring in mitral stenosis and 
a variety of surgical approaches have been devised to 
attempt to relieve this obstruction. Primary surgical 
approaches were made to the heart itself and after the 
first visual observations, knowledge was obtained which 
contradicted some of the accepted views of heart action. 
With each systolic phase of the heart, the enormous left 
intraventricular pressure succeeded in blowing the 
mitral valve outwards into the auricular chamber. 
Valvular action was not simply a process of closure by 
apposition of the cusps. 

In cases of pure mitral stenosis, it appeared that the 
patient could be symptomatically relieved, if the valve 
could be enlarged by stretching. In other cases it appeared 
possible that the symptoms could be alleviated by 
enlarging the channel through a stenosed rigid valve by 
incision. 

A number of cardiotomies have now been performed. 
Valvulotomes of different types have been inserted into 
the heart through the auricular appendages and a cut, 
or cuts have been made into the stenosed mitral valve. 
Several successful results have been reported, but the 
operation itself is associated with a high mortality. 
The condition of the patient is usually so desperate that 
consent for operation is readily obtained. In some cases 
simple digital stretching of the mitral valve has proved 
of great assistance. 

There is every reason to believe that in the future the 
results of surgical treatmént of mitral stenosis will be 
greatly improved. 

e. Acute Pulmonary Oedema. Occasionally patients 
with mitral stenosis have attacks of oedema complicating 
their disease. These attacks result from the overfilling of 
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the pulmonary circuit with blood. The presence of mitral 
stenosis prevents adequate return of blood to the systemic 
circulation, with a consequent gradual building up of 
pressure of blood in the lungs. 

Immediate venesection often saves these patients from 
death. Attacks of pulmonary oedema often occur with 
exercise and it may be impossible to have the venesection 
performed at the requisite time. 

A shunt of blood from the pulmonary circuit may be 
produced via the pulmonary veins into the azygos vein. 
This venous anastomosis provides means of preventing 
attacks of pulmonary oedema and patients may be able 
to carry out limited exercise. The anastomosis between 
the veins is made with the aid of a vitallium tube, as 
ordinarily the thin and friable vein walls preclude the 
use of ligatures. 

f. Replacement of Vessel Wall Deficiencies. Replace- 
ment of the wall of a vessel, such as the aorta, has been 
carried out on several occasions. In certain cases of the 
infantile type of coarctation of the aorta, the narrowed 


The graft is usually obtained from an autopsy case. 
The aorta must be removed under aseptic conditions 
within a short period of death, and can then be used for 
replacing a narrowed or constricted vessel. The graft 
can be stored in a deep-freeze apparatus for a few weeks 
prior to use. The grafts in the cases reported have taken 
well with a very satisfactory anastomosis. 

g. Congenital Septal Defects. The interauricular 
septum may be deficient in a certain part and this con- 
dition may be associated with mitral stenosis. The main 
symptoms are cough and dyspnoea. With an inter- 
auricular defect there is a greater circulation of blood 
through the pulmonary circulation and the work of the 
right side of the heart is greatly increased with slow and 
progressive failure. The closure of the communication 
between two auricles can be produced by the insertion 
of a fascia lata strip, which is inserted through the heart 
from front to back, and tied. Interventricular septal 
defects include a simple perforation of the interauricular 
wall, or a failure of the aortic septum to meet the ventri- 
cular septum. There is a shunt of blood from the left 
to the right side of the heart. Usually these conditions 
are asymptomatic and discovered only on routine 
physical examination. Occasionally, as a result of the 
high pressure in the pulmonary bed, secondary changes 
in the lungs may produce cyanosis. The risk of infective 
endocarditis with fatal sequelae is high in these cases. 

The defect can be closed in a manner similar to that 
already described for the auricular septal defect. A 
surgical procedure is necessary in those cases exhibiting 
symptoms. Where the congenital abnormality is asympto- 
matic, the prognosis is generally good. The fascia lata 
strip is inserted through the ventricular walls from the 
front to the back, and the deficiency in the septum can 
be closed off by tying off the fascial strip. 

Murray of Toronto, who worked out the principle of 
the surgical approach, has reported several successes in 
= treatment of these two types of congenital septal 

efect. 

Remarks on Cardiac and Vascular Surgery. \t is too 
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early to foretell the ultimate prognosis of many of these 
new surgical operations carried out on congenital and 
acquired abnormalities of the heart and great vessels. 
The production of an artificial ductus arteriosus as in 
Blalock’s operation, may be complicated by infection, 
and the formation of vegetations, and the question arises 
as to whether the operation has been worth while. In 
many cases it may be impossible entirely to correct the 
abnormality but possible to improve the patient’s 
condition. 

Without doubt, many new cardiac and vascular opera- 
tions will be performed and only the passage of time 
will ensure a true assessment of these new procedures. 


Il. THE PULMONARY SYSTEM 


Though very few new procedures in the surgery of the 
lung have been described, great extensions and develop- 
ments in technique have been made. Pulmonary resection 
by means of ligation of the individual structures of the 
hilum, has been practised for many years. For some time 
now resection of lobes and the removal of parts of lobes 
has been employed in the treatment of bronchiectasis. 
Today the operation of lobectomy carries with it a very 
small surgical risk. 

a. Segmental Pulmonary Resection. The anatomy of 
the individual pulmonary segments has been fully studied. 
If the best treatment is desired for conditions such as 
bronchiectasis, it is essential to understand the lung 
segments and their broncho-vascular distributions. The 
purpose of treatment is to remove the diseased areas 
while retaining the function of the normal parts. 

The thoracic surgeon can remove diseased broncho- 
pulmonary segments in any lobes of the lung. This 
development in technique has meant that severe cases 
of extensive bronchiectasis are now within the scope of 
surgical cure. In the past many of these cases were con- 
sidered too extensive for surgical treatment as too many 
lobes of the lung would have had to be removed in order 
to effect a cure. It is now possible to remove several 
widely-separated lung segments thus preserving a normal 
lung tissue, which previously had been sacrificed by 
lobectomies. 

b. Application of Segmental Resection to Pulmonary 
Tuberculosis. The ideal of the thoracic surgeon has 
always been to try and remove those parts of the lung 
affected by tuberculosis. A variety of treatments of 
tuberculosis have already proved successful although 
cases are always found which fail to respond to the usual 
methods. 

Numbers of cases have been treated by the removal 
of a lobe of the lung in which the disease was situated. 
Many of these operations have been completely success- 
ful and the incisions have healed by first intention. 

Tuberculosis being so often a bilateral disease, it was 
argued that segmental resection was a reasonable pro- 
cedure as it had proved so successful in the treatment of 
bronchiestasis. This operation was a popular choice of 
treatment as it preserved the normal portions of the lung. 
The scope of surgical treatment in pulmonary tubercu- 
losis has been greatly extended by the use of this pro- 
cedure. Cavitated areas of the lung which in the past 
never responded to the usual methods of treatment can 
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now be resected, leaving behind normally-functioning 
tissue. Pulmonary resection in tuberculosis cannot be 
discussed without mention of the value of the anti- 
biotics. 

Penicillin and streptomycin prevent and suppress 
bacterial growth and lessen the dangers of major thoracic 
surgical manoeuvres by reducing the risks of infection 
at the time of, or subsequent to, operation. A note of 
warning must be sounded, however. The haphazard 
and indiscriminate use of streptomycin may cause the 
development of resistant strains of tubercle bacilli and 
this valuable drug may have lost its power by the time 
it is used at operation. 

c. Pulmonary Decortication. The problem of the con- 
servation of normal tissue plays an important part in all 
operative procedures. In the past many of the operations 
on the lung necessitated removal of normal tissue as well 
as diseased tissue. This is contrary to the surgical aims of 
present-day surgery, which attempts to restore function 
of organs which are temporarily disorganised. 

It is often necessary in the treatment of chronic 
empyemata, whether due to pyogenic or to tuberculous 
organisms, to do a thoracoplasty operation in order to 
obliterate the infected space. Frequently the underlying 
lung was normal but had become functionless and com- 
pressed by the thickened pleural membrane. When the 
thickened pleura has been peeled off, the lung can re- 
expand. Simultaneous obliteration of the pleural space 
and restoration of lung function is obtained. 

Pulmonary decortication in combination with seg- 
mental resection of the affected part of the lung has 
been applied to the treatment of tuberculosis. 

d. Extra-fascial Pulmonary Resection. Removal of a 
lobe or removal of the entire lung is often extremely 
difficult because of dense adhesio1s attaching the lung 
to the parietal pleura. 

The stripping of the lung from the parietal pleura 
took a long time with attendant severe surgical shock. 
A lobe or a lung together with adherent parietal pleura, 
can be removed in a manner which shortens the time of 
operation and reduces the degree of shock. The extra- 
fascial approach to the hilar structures is not more 
difficult than the ordinary approach. 


Ill. OESOPHAGEAL AND GASTRIC SURGERY 


The treatment of oesophageal and gastric resections by 
the transthoracic approach has been highly developed. 
The greater part of the oesophagus can be inspected 
when a left transthoracic incision is used. If an explora- 
tion of the abdomen is necessary the incision can be 
extended down to the abdomen and the requisite 
inspection or exploration can be made. If resection of 
the oesophagus is essential, and if it can only be per- 
formed by pulling up the stomach into the chest, the 
diaphragm can be divided, thus converting the abdominal 
and thoracic operation sites into a single incision. 

Most thoracic surgeons now perform these resections 
with subsequent anastomosis of the oesophagus with 
the lower end of the stomach, through the chest. The 
surgical treatment of carcinoma or ulceration of the 
stomach with neighbouring involvement, has been simpli- 
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fied by the access to the stomach, spleen and pancreas 
now obtained by the transpleural approach. 

The application of clamps which may be the cause of 
injury to remaining tissues must be avoided. The damage 
caused by crushed tissues has often nullified the value of 
the surgical treatment. This conception, though it is not 
new, is widely applied to all types of thoracic surgery. 


IV. SYMPATHETIC NERVOUS SYSTEM 


Sympathectomy in Hypertension. The Smithwick opera- 
tion of sympathectomy for the treatment of essential 
hypertension has been modified. A transthoracic incision 
provides an easy approach to the sympathetic chain and 
is the route now widely used by thoracic surgeons. The 
entire thoracic part of the chain is accessible through 
the chest, and the upper two or three lumbar nerves can 
be reached by splitting the diaphragmatic crura. 

The advantage of this approach is that section of the 
nerves can be carried out under direct vision and any 
untoward complication can be quickly dealt with. The 
operation can be performed through the pleural cavity 
if no pleuro-pulmonary adhesions exist. The operation 
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should be executed extra-pleurally if adhesions are 
present, but in both cases the operative approach is the 
same. 

SUMMARY 


Most of the new developments in thoracic surgery are 
concerned with cardiac surgery. 

Many of the congenital cardiac abnormalities can be 
treated, giving the patient a more comfortable and a 
longer life. 

It is still too soon to draw conclusions about the final 
long-term results of cardiac surgery. 

The operation of segmental resection of the lung is 
used both in bronchiectasis and in tuberculosis. 

The principles of conservation of normal lung tissue 
and restoration of function are applied to pulmonery 
surgery. 

Inproved operative techniques and thoracic approaches 
are used in the treatment of ulceration or carcinoma of 
the oesophagus and the stomach. 

The transthoracic approach is advocated in the surgical 
treatment of hypertension by sympathectomy. 


UTERUS AND ADNEXA IN A MALE INGUINAL HERNIA 


N. L. WULFSOHN, M.B., B.Cu. 
Wolmaransstad Hospital, Transvaal 


The finding of heterogeneous sex organs has been 
reported on several occasions, but the following case 
presented certain features, which one felt, warranted 
publication. 

The patient was an adult European male, aged 34 
years, domiciled in the Transvaal. He attended hospital 
with the complaint of a swelling in the left inguinal 
region, which he had first noticed while at school. The 
swelling had always been reducible, but recently had 
given rise to vague pains in the region of the left 
inguinal canal. 

The patient had been married one year, and has led 
a normal sexual life. His wife had had a miscarriage 
at 44 months, two months before the patient’s 
admission. 

The relevant features on routine examination were 
the presence of normal secondary sexual characteristics. 
The right testicle was absent, and the left appeared 
normal. There was a nipple line present on both sides. 
In the left inguinal region there was a_ reducible 
swelling, with an impulse on coughing, and a diagnosis 
of a left indirect inguinal hernia was made. 

At operation the following condition was found. The 
hernial sac contained what appeared to be a uterus, 
with a ‘ cervix like’ portion going in the direction of the 
upper pole of the prostate. Rudimentary Fallopian 
tubes and broad ligaments were present, and two gonads 
were attached to the ends of the tubes, the lower one 


being in the left scrotal sac (Fig. 1). This gonad had 
been diagnosed as a normal testis before operation. 
The mass was removed, leaving the lower gonad with 
its blood supply undisturbed. The re-section was made 
through the lower broad ligament and through the 


Fig. 1. 


. Testis in inguinal canal (approximately | inch = 4 inch). 
. Fallopian tube. 

. Uterus (approximately 2 inches x 1 inch). 

. Broad ligament. 

. Testis in scrotum (approximately 2 inches x 1 inch). 

. Cervical-like portion going in direction of prostate. 
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cervix-like portion, as deep down as possible. An 
artery like the ovarian branch of the uterine artery 
supplied the lower gonad. No cord was noted. A 
biopsy of the lower gonad was made, the gonad being 
replaced back in the scrotum. 

The patient made an uneventful recovery. 

Histological Findings. The following were the 
results of microscopic examinations:— 

1. The main mass consisted of a small uterus with 
active endometrium. 
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2. The cervical portion proved to be cervical tissue. 

3. The Fallopian tubes were made up of tissue closely 
resembling epididymal tissue, particularly near the 
lateral ends. 

4. The gonad removed proved to be an active testis. 

5. The biopsy of the gonad left behind showed active 
testicular tissue. 


I wish to thank Dr. N. Combrink for permission to publish 
these notes. 


WERNER’S SYNDROME 
ULCERATING ATROPHODERMIA, CATARACT AND PREMATURE SENILITY 


REPORT OF A CASE 


A. J. Brink, M.B., B.CH. 
Department of Systematic Medicine, University of Pretoria 
and 


G. H. Finptay, B.Sc., Hons., M.B., B.Cu. 
Pretoria 


Werner’s syndrome is a rare and complex hereditary 
disorder of which until recently there were no cases on 
record in the British literature. Alice Carleton’ of 
Oxford has reviewed the subject in her article on skin 
diseases associated with cataract, but at the time of 
writing she had seen no cases. Dr. Carleton kindly 
informed us several months ago that Dr. David I. 
Williams of King’s College Hospital had discovered 
what was evidently the first British case, and the clinical 
details of this patient have since been published.’ From 
America Oppenheimer and Kugel,® Thannhauser® and 
Pomeranz‘ have contributed several case reports, and 
of these Thannhauser’s paper is especially valued for a 
detailed survey of some 30 cases, being the total 
described at that time. The syndrome was carefully 
studied in 1904 by Otto Werner, an ophthalmologist of 
Kiel, after whom it has been named, and most of the 
cases since recognised are described in various Con- 
tinental publications. As we have recently had the 
opportunity to study a case of Werner’s syndrome, we 
feel that the nature and significance of the clinical find- 
ings are worth discussing. 


CASE RECORD 


Mrs. S.M.F., aged 58, was an Afrikaans-speaking white 
woman who had spent her whole life in a farming 
district of the Transvaal. Her immediate ancestors were 
born in South Africa, but remotely she was of French 
Huguenot stock. Her parents were first cousins. 

The symptoms will be reviewed chronologically. 
Firstly, she never grew beyond the very modest stature 
of five feet. Since the age of eighteen the hair of her 


scalp has exhibited a steady greying, and over the vertex 
the growth has become so scanty that she is now nearly 
bald. At thirty-one she began to suffer from pain in 
the eyes and a progressive impairment of vision. The 
right eye was the more severely affected, and four years 
later, when she was thirty-five, an operation for cataract 
was performed on that eye. A year after this a cataract 
was also removed from the left eye. While recovering 
from this last operation she contracted a slight cold and 
became hoarse. Marked hoarseness of voice has per- 
sisted ever since, although the patient admits that 
hoarseness of slight degree existed before this time. At 
the age of forty-three, following an injury to the left 
foot, the skin around the ankle began to ulcerate and she 
developed ‘ blood poisoning in the ankle’. This was 
followed by ankylosis of the joint. Ulcers on the right 
foot and ankle appeared spontaneously nine years later, 
when she was fifty-two. With one exception, all these 
original ulcers are still present today. Meanwhile, the 
left eye developed some clouding of the cornea, and it 
appears that infection of the operation wound took 
place. Phthisis bulbi ensued, and when she was forty- 
eight the eye was enucleated to enable a prosthesis to 
be worn. In hospital her main complaint was a recent 
increase of pain, watering and dimness of vision in her 
remaining eye. 

The gynaecological history is noteworthy. The 


menarche occurred at 16 and for four years her periods 
were normal and regular. Then dysmenorrhoea set in 
accompanied by irregular and prolonged bleeding. At 
twenty-seven she married and in the three years follow- 
ing gave birth to two children; the second child was 
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breast-fed. She had no miscarriages. After the first 
delivery, which was by forceps, a mild degree of uterine 
prolapse followed. Her periods now became more 
regular, but were still prolonged. At 40 menstruation 
— and only slight menopausal symptoms were 
noted. 

Her family history is of some importance, but an 
imperfect memory combined with an ignorance of the 
health and whereabouts of most of her relatives deprives 
it of some of its value. The patient’s paternal grand- 
father and maternal grandmother were brother and 
sister. She was the tenth of a family of twelve children, 
eight of whom died in infancy or early childhood. Two 
of the dead children were boys and two girls; the sexes 
of the others are unknown. Three brothers reached 
maturity. Two of them were normal and had normal 
healthy children. The third, who is now 55 years of 
age, was the eleventh child. He is five feet six inches 
high, bald, and has suffered from leg ulcers which have 
since healed. Otherwise he is healthy. One of his 
children died in infancy; the others are normal. The 
patient’s mother was bald like herself and died at 71 of 
heart disease. The patient’s father is said to have 
suffered from a foot deformity and corns similar to the 
condition found in our patient; he was killed in an 
accident at 72. No other members of the patient’s 
family were bald, grey, blind or troubled with any skin 
disease. Our patient’s first child was a daughter who 
died at nine months in convulsions. Her son, the only 
member of her family accessible for our inspection, was 
a tall and powerfully-built bachelor of twenty-eight, who 
bore no trace of resemblance to his mother. 

Examination: Judging from her face and build the 
patient appeared to be 80 years of age or more, in con- 
trast with her chronological age of 58. She was five 
feet high, weighed 80 lb. and showed no physical dis- 
proportion such as acromicria. 

Dermatological Findings. The scalp hair was grey- 
white, perfectly straight and showed no recession at the 
hair margins. Over the vertex a circular area four 
inches in diameter was virtually bald, and on this many 
follicular orifices were surrounded by brown circular 
scales. Between this bald patch and the forehead hairline 
anteriorly the hair growth was sparse and the shafts 
atrophic. There was no morphological abnormality of 
the hair shafts. The eyebrow hairs were extremely 
short, sparse, delicate and grey; they were not confluent 
in the midline. The eyelashes were short. The hair 
of the axillae and pubic regions was sparse, grey and 
straight. The cheeks had a fine covering of lanugo hair. 
On the thighs, upper legs and extensor aspects of the 
forearms were a few long grey hairs. During the 
examination sweating was visible in the axillae, on the 
palms and the dorsa and soles of the feet. 

The skin of the forehead was of a very fine texture, 
small folds being easily picked up between the fingers. 
The sebaceous glands and their overlying openings were 
prominent in this region. Some three years previously 
the forehead had been the seat of an itching papular 
eruption of which there was now no trace. The nature 
of this rash remained undetermined by those who 
treated her for it. 
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She wore an artificial left eye. The right eye showed 
no proptosis but there was hollowing of the socket round 
the eyeball. Round the eyes and mouth and across the 
bridge of the nose the skin showed marked senile 
wrinkling. The skin of the cheeks was smooth and not 
supple; it gave the impression of being adherent to the 
underlying muscles. It showed small freckle-like pig- 
mented areas with intervening focal atrophy and 
telangiectasia. The nose was not abnormal except for 
some comedones on the alae. The auricles were large 
and showed a well-moulded fibro-cartilaginous structure 
with lax overlying skin. They did not stand out from 
the sides of the head. 

On the neck the skin was wrinkled and hung in loose 
folds. The sternomastoid muscles were not wasted. 
Over the supper sternum and on the upper back there 
was focal pigmentation, atrophy and telangiectasia. The 
skin over the remainder of the back was dry and showed 
pigmented macules, some having become hyperkeratotic, 
over the thoracic region. 

The trunk generally showed no cutaneous evidence 
of senile change. The abdomen was plump and showed 
no striae or wrinkling of the skin. Slight perifollicular 
hyperpigmentation was present. The mammae were 
firm and not pendulous, with pink nipples and areolae. 

The arms showed a dry, slightly reddened skin sur- 
face on the external aspect with a somewhat leathery 
feel. A few small blood crusts were seen, representing 
the remains of scratched papules. There was moderate 

itus. Both aspects of the forearms were covered with 
feetteniend and the extensor surfaces were pigmented a 
diffuse yellow-brown and covered with fine scales as 
well. A small callosity which had developed on the tip 
of the right elbow was ascribed to repeated pressure 
while lying in bed. No subcutaneous nodules were 
found anywhere. 

The dorsa of the hands showed a brownish, wrinkled 
skin with focal hyperkeratoses and atrophy. The palms 
showed a conspicuous flattening of thenar and hypo- 
thenar eminences and undue visibility of the flexor 
tendons. The superficial palmar arterial arch could be 
palpated throughout its extent. ‘here was slight 
wasting of the interossei. Heberden’s nodes were seen 
at the distal interphalangeal joints of the index and 
middle fingers. No abnormal mobility was present at 
any of the joints in the hands. All the nails showed 
longitudinal ridging and a variable elevation of the distal 
ends from the centre of the nail bed producing a con- 
cave distal edge to the bed. 

The thighs were the palest parts of the lower 
extremity, but showed a moderate number of lentigines. 
The upper halves of the legs were somewhat darker, 
being more densely covered with lentigines and showing 
irregular atrophy and some telangiectasia. Over these 
regions the skin could be picked up only in thick folds 
2 cm. across; smaller folds could not be grasped. The 
muscular bellies of the calves and anterior compartments 
of the legs were wasted. 

In the ankle regions there were five stationary ulcers, 
three on the left foot and two on the right, with the 
healed scar of a further ulcer on the right foot. These 
ulcers were ‘situated over and below the tips of the 
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malleoli and medial to and over the Achilles tendon. 
The tendons were not shortened or otherwise affected 
by the ulceration. The ulcers were surrounded by 
white, scarred and poikilodermatous skin with a 
varying degree of coarse scaling. They showed slight 
crusting in places. Otherwise the bases were covered 
by a thin film of coagulated serum. They were said to 
bleed easily. No granulations were seen. Some ulcers 
were oval and others irregular in outline; the smallest 
was | cm. and the largest 4 cm. across. One ulcer 
showed an extension consisting of a tough pink-roofed 
subepidermal blister, 5 x 8 mm., containing clear watery 
fluid. The patient admitted that some of the ulcers had 
begun or extended by the formation and subsequent 
breakdown of such blisters. Skin biopsy taken from the 
edge of one of these ulcers was unhelpful. Fibrosis 
(scarring) and an inflammatory (round cell) infiltrate 
were observed (Prof. J. Barnetson). 

The feet had a peculiar appearance. The skin was so 
taut as to prevent it being lifted from the subcutaneous 
structures. This firmness was obviously not due to 
thickening, because the pedal pulses could be felt with 
abnormal ease. Hallux valgus, clawing of the toes and 
pes cavus were present. Pes cavus was in a sense 
spurious, being due to wasting of the muscles and fasciae 
of the sole. One could thus palpate the bony concavity 
of the medial longitudinal arch through the plantar skin. 
The shrinkage of the soft tissues with prominence of the 
bony skeleton made the feet look mummified. 

On all the bony prominences made obvious in this 
way, corns and calluses had developed. These were 
to be seen under the weight-bearing aspects of the 
metatarsal heads, beneath the calcanei, on the tuberosity 
at the base of the fifth metatarsals, on the medial and 
lateral aspects of the first and fifth metatarsal heads 
respectively, and on the dorsal aspects of the inter- 
phalangeal joints made prominent by the clawing of the 
toes. Some of these corns were seated on an erythema- 
tous and telangiectatic base. On one toe the corn had 
become infected forming a painful non-suppurating 
ulcer with much surrounding erythema. Otherwise 
there was no pain in the feet; the only subjective 
symptom was itching. 

Over the dorsa of the feet some large thin flaky scales 
were present. The dorsal and plantar skin showed 
numerous brown freckle-like macules which were con- 
fluent in places. Neither here nor elsewhere was the 
pigmentation reticulated. Some of these macules 
appeared to have developed into keratoses, being capped 
with crumbly scales easily scraped off. These keratoses 
were clearly different from the calluses described above. 
Between the pigmented areas were irregular zones of 
atrophy, where the skin was depressed, whiter and 
firmer than elsewhere. Punctate telangiectasia was 
present. All soft tissue landmarks of muscles and 
tendons had disappeared. 

All the toenails were thickened, and tended to distal 
elevation and detachment from the nail bed. These 
detached portions were apt to be shed separately while 
the regrowth of the nail plate proceeded from below. 
These dystrophic changes were more pronounced in the 
outer (smaller) toes. 
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General Examination. The surviving right eye showed 
patchy clouding of the cornea. Some lens remnants 
were evident and were treated by discission during the 
patient’s stay in hospital (Dr. J. C. Kriek). There was 
also marked epiphora with a few flakes of pus in the 
conjunctival sac. A secondary dermatitis of the lower 
eyelid had resulted. The buccal cavity was normal. 
Complete dentures had been worn for the previous 
twenty years following dental extraction for widespread 
caries. The gastrointestinal tract was clinically normal 
and the oesophagus normal on X-ray. Gastric analysis 
showed hypoacidity. The patient spoke with a coarse 
high-pitched whispering tone occasionally interspersed 
with clear soprano phonation. On indirect laryngoscopy 
Dr. J. H. Hofmeyr reported no visible laryngeal 
abnormality. The cords were of normal colour and 
shape. The right cord moved slightly less than the left, 
but this was not believed to be of any significance. The 
lungs were clinically and radiologically normal. The 
heart was clinically and radiologically normal despite 
marked arterial hypertension (B.P. 200/110 mm. Hg.). 
No clinical evidence of heart failure was observed. 
Focal calcifications were seen in the wall of the aortic 
arch on X-ray. The electrocardiogram (standard and 
unipolar leads) showed no abnormalities. Apart from 
some palpable sclerosis of the peripheral vessels there 
was no abnormality of the peripheral circulatory system. 
Pulses and skin temperature were normal. There was 
no cyanosis, Raynaud’s phenomenon or varicosity of 
the veins. 

The skull appeared small and rounded. Kyphosco- 
liosis was present in the thoracic spine. Osteoporosis 
and calcification of the anterior longitudinal ligament of 
the spine were noted on X-ray of the chest. Apart 
from the deformities already described, there was no 
joint pathology besides ankylosis of the left ankle. 
Despite the marked atrophy, some power was still 
present in the wasted muscle groups; there was no 
myotonia. Her movements were tremulous and 
emotions somewhat unstable. Ankle jerks were absent 
and a plantar response could not be elicited; otherwise 
the central and peripheral nervous systems were normal. 

Blood count and urine examinations were completely 
normal. The van den Bergh reaction was negative. 

The thyroid gland showed no abnormality on palpa- 
tion. There was no exophthalmos; the basal metabolic 
rate was +14. Tomograms of the sella turcica showed 
a poorly defined round opacity in or near the pituitary 
gland with no other abnormality. The glucose tolerance 
test showed a diabetic response (fasting level, 90 mg. 
per 100 ml.). Blood cholesterol was 295 mg. per 100 ml. 


DISCUSSION 


Our patient showed the accepted features of Werner's 
syndrome: short stature, senile appearence of the head 
and limbs, early greying of the hair, baldness, leg ulcers, 
a type of poikilodermia, cataracts, ovarian dysfunction, 


glucose tolerance curve of the diabetic type, osteo- . 


porosis, hoarseness of voice, and evidence of a familial 
origin of the disease. A type of calcinosis is also 
common in Werner’s syndrome; although we lacked 
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clinical evidence of its presence in our case, we were not 
in a position to exclude it radiologically. 

As Thannhauser® supposes, a recessive gene 
is probably involved in producing the hereditary 
features, but it will not explain the existence of abor- 
tive forms of the syndrome. Relatives of patients 
suffering from Werner’s syndrome have been varyingly 
affected with baldness, cataract, premature greying of 
the hair, atrophy of the skin, leg ulcers, foot deformities, 
diabetes, etc. Hence E. B. Ford,’ the geneticist, has 
stated that “Werner’s syndrome is . . . fairly clearly 

. . a heterozygous condition. There is a strong sug- 
gestion that other genes play a part in determining 
the expression of the major gene’. Perhaps the high 
infant mortality in the family of which our patient was a 
member points to a lethal form of the condition. We 
knoW little at present of the natural life span of 
sufferers from Werner’s syndrome; our patient, however, 
was older than most of the described cases. One of the 
cases described by Oppenheimer and Kugel® ultimately 
died of a primary carcinoma of the liver, but this ter- 
mination could not be brought into any obvious relation 
with his previous disease. 

No single endocrine gland can be considered respons- 
ible for either the whole or part of the findings. Perhaps 
some ‘ polyglandular’ dysfunction may account for 
those clinical changes customarily ascribed to endocrine 
disorder. We believe that it is preferable to adhere to 
such explanations only where they are constantly and 
usefully applicable, and in Werner’s syndrome this has 
not yet been achieved. Our patient appears to be the 
first reported example of a fertile suffer from Werner’s 
syndrome. 

We agree with Thannhauser that the cutaneous 
change on the legs is not sclerodermia, although in many 
reports Werner’s syndrome has become synonymous 
with ‘ sclerodermia in association with cataract’. The 
condition resembles sclerodermia in that the skin is 
hard, but full clinical and histological data seem to us 
sufficient to separate the two. 

The nature of the pre-senile changes deserves con- 
sideration. Weidman* has pointed out that normal 
senile skin changes find parallel only among various 
genetically determined diseases (xeroderma pigmento- 
sum, alkaptonuria, pseudoxanthoma elasticum, naevoid 
disorders, etc.), and it seems that the pre-senile skin 
changes in Werner’s syndrome provide a further 
example. What the link may be between ‘ idiopathic’ 
senility of the skin and ‘symptomatic-genetic’ pre- 
senility we cannot say. 

The pathogensis of the leg ulcers is still a problem. 
They are uninfluenced by sympathectomy (Albright’s 
case, quoted by Thannhauser) and seem to depend more 
for their existence and persistence on local factors. 
Some ulcers appear to start as infected callosities and 
possibly become chronic through skin atrophy at the 
ulcer margin. However, the callosities of the sole seem 
not to give rise to chronic ulcers. Skin-stretching over 
bony prominences is also considered to cause chronicity, 
but in our case the worst ulcers overlay an immobile 
ankle joint. Beath’s' case brings to mind the possibilty 
that some ulcers may represent the discharge of cal- 
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cinotic tophi. Lastly, our case yielded some evidence 
that ulcers could extend by the formation of a pre- 
ulcerative sub-epidermal bulla. 

The calcinosis seen in Werner’s syndrome is at times 
associated with Moénckeberg calcification of the arterial 
media, and this furnishes another reason for considering 
that the skin disorder is not sclerodermia. The calci- 
nosis of sclerodermia is not associated with these 
arterial changes and also has a different distribution. 


SUMMARY 


A case of Werner's syndrome is described in a parous 
South African woman of 58 years. The significance of 
certain clinical findings is discussed. 


We thank Dr. H. W. Snyman, head of the Department of 
Systematic Medicine, University of Pretoria, for permission 
to publish this report. Our thanks are due also to Drs. 
E. A. Donegan and J. C. Kriek for supplying all the available 
ophthalmological data. 
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OFFICIAL ANNOUNCEMENTS 


I. ASSISTANT MEDICAL SECRETARY 


Applications are invited from bilingual medical practitioners 
for the post of Assistant Medical Secretary of the Medical 
Association of South Africa at its Head Office in Cape Town. 

The salary scale is £1,000 x 40—£1,200 plus cost-of-living 
allowance at Government rates (£208 per annum for married 
persons and £57 4s. for single persons). : 

The successful applicant will be required to subscribe to 
the Association’s Pension Scheme. 

Further information may be obtained from the Medical 
Secretary, P.O. Box 643. Cape Town, to whom applications 
neald be addressed before 30 June 1950. 


Il. PART-TIME* ASSISTANT EDITOR 
Applications are invited from bilingual registered medical 
practitioners for the post of part-time Assistant Editor. 

Emoluments (non-pensionable): £100 per quarter plus an 
additional allowance of £15 per week when acting during the 
absence of the Editor. ' 

The succesful candidate will be required to spend at least 
two afternoons a week in the Editorial office at Medical 
House, 35 Wale Street, Cape Town. He will be uired to 
become completely familiar with the editorial, ce and 
advertising organization, assist in the selection and preparation 
of manuscripts for the printers and act with full responsibility 
in the absence of the Editor. . 

Applications should be addressed to the Medical Secretary, 
P.O. Box 643, Cape Town, and must reach him by 30 June 
1950. 
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AMPTELIKE AANKONDIGINGS 


I. MEDIESE ASSISTENT-SEKRETARIS 


Aansoeke deur tweetalige geneeshere word gevra vir die 
betrekking van Mediese Assistent-sekretaris van die Mediese 
Vereniging van Suid-Afrika by sy Hoofkantoor in Kaapstad. 

Die salarisskaal is £1,000 x 40—£1,200 plus lewenskoste- 
toelae teen Regeringskaal (£208 per jaar vir getroude persone 
en £57 4s. vir ongetroudes). 

Van die suksesvolle aansoeker sal verlang word dat hy by 
die Vereniging se pensioenskema aansluit. 

Verdere inligting kan verkry word van die Mediese 
Sekretaris, Posbus 643, Kaapstad, aan wie aansoeke voor 
30 Junie 1950 gerig moet word. 


Il. DEELTYDSE ASSISTENT-REDAKTEUR 


Aansoeke deur tweetalige geregistreerde geneeshere word gevra 
vir die betrekking van deeltydse Assistent-redakteur. 

Besoldiging (nie-pensioendraend): £100 per kwartaal plus ‘n 
addisionele toelae van £15 per week wanneer hy gedurende 
die afwesigheid van die Redakteur waarneem. 

Van die suksesvolle kandidaat sal verlang word dat hy 
minstens twee middae per week in die redakteurskantoor by 
Mediese Huis, Waalstraat 35, Kaapstad aanwesig is. Van hom 
sal vereis word dat hy heeltemal vertroud raak met die 
redaksionele, kantoor- en advertensie-organisasie, by die kies 
en veorbereiding van manuskripte vir die drukker behulpsaam 
sal wees en dat hy by afwesigheid van die Redakteur met 
volle verantwoordelikheid optree. 

Aansoeke moet gerig word aan Die Mediese Sekretaris, 
Posbus 643, Kaapstad en moet hom teen 30 Junie 1950 bereik. 


PASSING EVENTS 


First Wor_p CONGRESS OF CARDIOLOGY: Paris 


The French Embassy wishes to draw the attention of our 
members to the fact that the First World Congress of 
Cardiology will be held in Paris during 3-9 September 1950. 

The organizers of this Congress will very pleased to see 
members of the profession in South Africa represented at 
this Congress. 


CoLe’s OPERATIVE TECHNIC IN GENERAL SURGERY 


The attention of our readers is drawn to the fact that the 
price of Cole’s Operative Technic in General Surgery 
(reviewed in this Journal on 7 January 1950) was given as 
$30.00. This price covers not only the volume dealing with 
General Surgery but also a subsequent volume dealing with 
Specialty Surgery. 

Single copies of the General Surgery retail at $16.00 and 
Specialty Surgery at $14.00. 


Government Notice No. 721 dated 31 March 1950 amends 
Paragraph 8 (v) of No. 8 of the rules made by the South 
African Medical and Dental Council, as follows :— 

(1) by the deletion of the words :— 

(a) ‘and Psychology” and the words ‘and thirty hours to 
the advanced study of Psychology’, in sub-paragraph (i) 
relating respectively to each of the following specialities, 
namely, Medicine, Surgery, Obstetrics and Gynaecology, 
Orthopaedics, Urology, Ophthalmology, Oto-rhinolaryngology, 
Dermatology, Venereology, Neurology, Pediatrics, Anaes- 
thetics, Neuro-Surgery, Plastic and Maxillo-facial Surgery and 
Thoracic Surgery; 

(b) ‘and Psychology’ in both places where they appear in 
sub-paragraph (i) relating to the speciality, Physical Medicine: 

(2) by the substitution of the words ‘shall be carried out 
before commencing the clinical years of study in Radiology’ 
by the words ‘may be carried out concurrently with or 
separately from the clinical study of this speciality’, in sub- 
paragraph (i) relating to the speciality Radiology; and 
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(3) by numbering the note under the speciality Psychiatry 
as note (1) and by the addition of the Sy ty ae note :— 
(2) Clinical experience in terms of the above rules shall 
include a minimum of one year’s experience in the neuro- 
psychiatric unit of a teaching hospital or approved hospital 
and a minimum of one year’s experience in an approved 


The Minister of Health has approved of the following qualifica- 
tions which may be registered with the S.A. Medical and 
Dental Council as additional qualifications :— 


Licensing Body Qualification Abbreviation for 
Registration 
University of Glas- Diploma in Dental D.D.O., Univ. 
gow Orthopaedics Glasgow 
Royal Coll of Fellow in Dental F.DS., R.CS. 
Surgeons of Eng- Surgery Eng. - 
land 
* * 


Dr. Arnold H. Tonkin, Medical Secretary, will be leaving 
towards the middle of May to attend meetings of the British 
Commonwealth Medical Council in Brisbane, Australia, as 
the official representative of the Medical Association of South 


frica. 

These meetings will be followed by the Annual Scientific 
Meeting of the Australian Medical Association. Dr. Tonkin 
will be away for approximately six to eight weeks. 

During Dr. Tonkin’s absence in Australia, Dr. A. Simpson 
Wells will be Honorary Acting Medical Secretary. 


Dr. I. Mirvish left for overseas on the Stirling Castle on 14 
April. In addition to doing post-graduate work in paediatrics, 
he will attend the Sixth International Paediatric Congress at 
Zurich in July as one of the South African delegates. Dr. 
Mirvish expects to be away about six months. 


Acta DERMATO-VENEREOLOGICA 


Acta Dermato-Venereologica publishes original articles in 
English, French and German, Pos a concise but 
adequate summary at the end of each contribution in all 
three languages. It accepts material for publication from 
contributors all over the world, thus presenting new material 
and concepts with a world-wide viewpoint. Numerous 
supplements giving original dissertations and reviews are 
published by the Acta and sent without extra charge to its 
subscribers. The complete file of Acta Dermato-Venereologica 
from its beginning in 1920 to 1940 is available. Swedish 
Cr. 30, per volume. Further information can be obtained 
from Dr. Sven  Hellerstrom, Editor, Acta Dermato- 
Venereologica, Stockholm, Sweden. 


NEWj PREPARATIONS “AND APPLIANCES 


THe Reese DeERMATOME 


The Reese Dermatome introduces a new technique for obtain- 
ing accurate split grafts. It is manufacured by the Bard- 
Parker Company, originators of the detachable scalpel blade 
and now famous for their Rib-Back scalpel blades. 

It is now ible to excise, consistently and accurately, 
split skin grafts from 0.008 inch to 0.034 inch and to trans- 
plant such grafts from the donor to the recipient site without 
stretching or contraction of the excised skin, and without the 
inconvenienec of an exposed ‘sticky’ sufface. 

As the graft is excised with the Reese Dermatome, it is 
picked up by a special adhesive tape (Reese Dermatape), which 
is mechanically attached—not cemented—to the face of the 
Dermatome drum. The Dermatape, with the graft adhering 
to it, is removed from the drum and transferred to the 
recipient site. It is mot necessary to cleanse the drum between 
successive cuts; also, the Dermatape, acting as a splint for 
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the graft, prevents distortion of the cells and tissue spaces 
during the transplantation process. However, if desired, the 
skin graft may be readily removed from the Dermatape 
entirely free of adhesive. 

The Dermatape, with the graft adhering to it, may be tailored 
and anchored to most recipient sites with dressing alone, and 
without the aid of sutures. Within five days the Dermata 
loses its adhesion and may be peeled away at the time of t 
first dressing without disturbing the newly grafted skin. 

The Reese Dermatome saves valuable operation time, in 
most cases eliminates suturing, assures a much higher _ 
centage of successful *takes” and greatly reduces hospitaliza- 
tion time. 

Bard-Parker precision Throw-Away blades are used with 
the Reese Dermatome. 

Stocks are held by Gurr Surgical Instruments (Pty.), Ltd., 
of Harley Chambers, Kruis Street (P.O. Box 1562), Johannes- 
burg, from whom further information may be obtained. 


CORRESPONDENCE 


OBSTRUCTED LaBouR CAUSED BY CONGENITAL CysTIC KIDNEY 
OF THE FOETUS 


To the Editor: A coloured female was admitted to hospital 
with the cord prolapsed. She had borne 10 childrén and had 
been in labour this time for approximately 12 hours. Vaginal 
examination revealed a foetal hand presenting. 

The patient was taken to the theatre and an attempt made, 
under general anaesthesia, to perform an internal version. The 
arm was easily replaced, and the head pushed out of the way, 
but the greatest difficulty was experienced in locating a lower 
limb. All one could feel was an enormous abdomen. 
Eventually, however, after a long struggle, both legs were 
brought down. Although the cervix was fully dilated, there 
was no descent of the foetus beyond the foetal pelvis. The 
enormous size of the foetal abdomen was now very apparent, 
and it was decided to eviscerate the child. 

An opening was made above the symphysis and a hand 
inserted into the child’s abdominal cavity. Here a peculiar, 
friable mass was encountered, a portion of which was detached 
and brought to view. It was semi-solid and cystic. Portions 
of the mass were removed piecemeal, until eventually the 
whole of the remaining tumour could be eased out. The intact 
ms must have been considerably larger than the child’s 

ea 

The arms and the after-coming head were thereafter easily 
dealt with. An alarming atonic post-partum haemorrhage 
occurred, which necessitated manual removal of the placenta. 

The patient, after one or two stormy days, made an 
uninterrupted recovery. 

Subsequent inspection of the foetus confirmed the diagnosis 
of congenital cystic kidney, because the remaining kidney 
(although very much smaller) showed precisely the same 
pathology. The nature of the tumour was confirmed by the 
pathologist at the S.A. Institute for Medical Research. 

This was therefore one of the rare instances in which a 
congenital cystic kidney had, by its enormous size, actually 
obstructed the course of labour. ie tes 

. M. Nel, 


George, C.P. District Surgeon. 
1 March 1950. 


THe Mepicat CouNciL AND LEUCOTOMY 


To the Editor: 1 am gravely concerned with the manner in 
which medical topics are reported in the lay press. On Friday, 
10 March, I read in my newspaper an account of a meeting 
of the South African Medical and Dental Council in Ca 

Town which gave the impression that the Council favours t 

appointment of an impartial curator of mentally diseased 
persons who could give or withhold permission for the opera- 
tion of leucotomy. This is surely not true. I cannot believe 
that the Council would suggest that the selection of patients 
for a surgical operation be in thé hands of a sort of glorified 
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civil servant or that the neurologists and psychiatrists who 
invariably seek consultation with the surgeon before advising 
leucotomy are not ‘impartial curators’. This newspaper 
report unfortunately gave me, and probably others, the 
impression that the Council proposes to restrict the right of 
a surgeon to practise his art and science in accordance with 
his judgment and conscience. 

The same newspaper report attributes to Mr. Aubrey 
Radford the statement that once a man has _ undergone 
leucotomy it is doubtful whether he will ever again be 
regarded as compos mentis. I am sure Mr. Radford would 
not say such a thing. The definition of compos mentis may 
raise difficulty in the assessment of results, but Mr. Radford 
knows as well as I do that a fair proportion of grossly insane 

rsons become, after leucotomy, indistinguishable in behaviour 
rom persons who go through life perfectly sane, in that they 
are acceptable to their fellows as members of society. 

Finally, it is suggested by the newspaper article in question 
that leucotomy is peculiar in that it may result in alterations 
of character. It is, of course, well known that many intra- 
cranial and extracranial operations produce such changes. In 
the latter group thyroidectomy and orchidectomy are very 
obvious examples which spring to mind. 

I feel, Sir, that you will agree with me in regarding such 
reporting, unless it be accurate, as misleading and dangerous, 


G. R. Crawshaw, B.Sc.. M.B.. Ch.B., F.R.C.S. 
Medical School, 
Hospital Street, 
Johannesburg. 
11 March 1950. 


THYROID TREATMENT OF HYPERTENSION 


To the Editor: 1 was interested to read in the Journal of 11 
March about the large doses of thryroid extract tolerated by 
Dr. Pericles Menof’s patients who had high blood pressure 
readings. I am very interested to find out what diagnostic 
standards Dr. Menof used in order to perform the difficult 
task of making sure that all his patients were true cases of 
essential hypertension, and that his series did not include other 
well-known causes of temporary hypertension, such as fiervous 
or emotional strain. Most authorities are agreed that in order 
to diagnose simple or essential hypertension, evidence of 
cardiovascular hypertrophy (i.e. medial hypertrophy of the 
arteries and left ventricular hypertrophy), must be found in 
addition to the raised systemic bl pressure. 

It seems from Dr. Menof’s paper that the finding of a 
diastolic pressure which is ‘disproportionately raised’ com- 
pared with the systolic pressure (at one examination in many 
cases) was his sole criterion for diagnosis. He specifically 
states that no attempt was made to differentiate or select, but 
that all cases were treated irrespective of what the cause of the 
elevated blood pressure might be. 

Ayman and Goldshine (1940)* found that 30% of a series 
of hypertensives showed a systolic pressure 40 mm. or more 
higher in the clinic than at home, and in 24%, the diastolic 
pressure was 20 mm. or more higher. The variations in blood 
pressure of young men enlisting in the Army are notorious— 
indeed the wisdom of including routine blood pressure 
examinations for admission to the armed forces has at times 
been questioned, both in Great Britain and in the U.S.A. We 
have all seen cases come into hospital with raised systolic 
and diastolic pressures which revert to normal after a few 
days as the patient becomes accustomed to the hospital 
surroundings, to the doctor and to the procedure of having 
his blood pressure estimated. 

The very act of compression of the arm can reflexly affect 
the first readings of the blood pressure, so that several 
readings are necessary. Dr. Paul White on page 101 of his 
book, Heart Disease, states that he makes a practice of 
inflating the cuff at first only a little above the diastolic 

ressure, and records that reading during decompression 
bolas inflating to higher levels to obtain the systolic reading. 

Thyroid extract increases the output of the heart and is 
therefore attended by high pulse pressures, and the continua- 


* Amer. J. Med. Sci., 200, 465. 
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tion of the added work demanded of the heart to maintain its 
high output will eventually lead to left ventricular hyper- 
trophy and, finally, failure. 

It therefore seems that this therapy may be attended by 
considerable risk if practised on patients who already have a 
true hypertension. 

I feel that before Dr. Menof’s work can be substantiated, 
a series of cases must be selected for treatment in whom 
yy is established beyond all doubt. It would appear that 

riod of observation with blood pressures taken at man 
di erent times during the day, radiography to establish le 
ventricular hypertrophy, and the exclusion of all cases of 
emotional or nervous states, endocrine and renal conditions, is 
essential before Dr. Menof’s claim that he is treating a series 
of cases of essential hypertension can be upheld. 

Even cases of true essential hypertension are often accom- 
panied by a neurosis, and the separation of the neurotic 
symptoms from those of true hypertension can be very difficult. 

Finally, hypertension has been described as a_ feature of 
. rotoxicosis which may be occult; would Dr. 

ocate thyroid therapy in these cases? 


Hospital, J. C. Gilroy, M.D., M.R.C.P. 
P.O. Booysens, Transvaal 
17 March 1950. 


To the Editor: Dr. P. Menof's article in the 11 March issue 

of your Journal is most interesting. It is also a very important 

yaper, as it deals with a simple means of effectively control- 

g the diastolic blood pressure in persons afflicted with that 

comaien condition entitled ‘essential hypertension’. In view 

of the frequency and - vity of this illness, the lure of this 
new remedy will probably be irresistible. 

Certain questions arise, however, which I hope Dr. Menof 
will answer, either in these columns or in later publications. 
Dr. Menof writes: ‘. . . the normal blood pressure of 120/70 
mm. Hg represents a balance, etc... .’. Is this the accepted 
figure over and above which the patient must be considered 
to be hypertensive? If so, how is one to interpret a sentence 
further on: ‘I think that gee rh will show that a blood 
pressure just above what it should be for the patient’s age 
will be the one at which he will feel best, and therefore the 

one at which the maintenance dose should be aimed.’? What 
ae the criteria for assessing what the blood pressure should 
be for a particular patient at a specific a ? Is this blood 
ure a fixed figure, or is any range of fluctuation allowed 
‘or? Furthermore, in setting out the blood pressure of the 
various patients treated, the author omits to mention whether 


these readings were isolated ones or the lowest of multiple 


recordings. Mosenthal' has shown how extensive fluctuations 
of bl pressure can be if a number of readings is taken at 
any one examination of a patient. In a table he gives the 
highest and lowest figures of consecutive readings with the 
patient seated. The variations are —s Also no indica- 
tion is given in any case whether the hypertension before 
treatment was intermittent or transient or persistent and con- 
tinued. Smithwick ? has recently again stressed the significance 
of this differentiation, particularly with regard to prognosis. 
If one accepts the rationale of this thera rapy. viz., that 
thyroid medication does effectively lower the diastolic blood 
pressure, additional worth is added to this treatment by the 
paucity of contra-indications to its use. But here again one 
must pose a question: With the dosage employed, what is 
the effect on the pulse rate? Nothing is said of this essential 
. Do these patients suffer from any tachycardia, and if 
so, to what degree? Tachycardia per se, if of sufficient dura- 
tion, can interfere with the mechanics and nutrition of the 
heart and result in lowering of the blood pressure and, if 
sufficiently severe, even in cardiac failure. If Dr. Menof is 
correct in his asumption that essential hypertension is a mani- 
festation of thyroid insufficiency, then the use of a main- 
tenance dose throughout life may hold no dangers for the 
patient, but should be in error, then the prolonged general 
metabolic stimulation may itself cause upsets as severe as 
those from the dreaded arteriosclerosis which this treatment 
aims to control or prevent. 
Dr. Menof rightly stresses the important role played by the 
general practitioner in the prophylaxis of the awesome com- 
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plications oriiontios from hypertension and arteriosclerosis 
and recommends the use of thyroid extract as a therapeutic 
test for gore There is much danger in the very 
simplicity of this advice. The sign of hypertension must be 
considered in its relation to the conception of hypertensive 
disease as a whole, and as such needs the most skilful 
investigation and interpretation of all signs and symptoms 
manifested by the patient. The mere lowering of the diastolic 
blood pressure cannot suffice as a diagnostic criterion. How 
complex the assessment of the results of treatment in any 
case of hypertensive disease can be has been oe 
stressed by authoritative observers. For example, Ray ints 
out that despite the lowering of blood pressure " dee 
sympathectomy, cardio-vascular disease may progress, whilst 
in other patients it unquestionably improves though the blood 
pressure is not significantly altered. 

Finally, no mention is made of any adjuvant treatment, e.g. 
sedatives, diet (except for obesity), etc. One assumes that 
none had been employed, thus enhancing the value of the 
single therapy tested. Would Dr. Menof please state so? 

This letter is written in no spirit of carping criticism, but 
with a ame desire for an answer to the questions raised, so 
that, w testing this form of treatment, its results can be 
appraised with the maximum exactitude and its worth properly 
established. 
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My COLLEAGUE AND I 


the onindes case quotes. more he ignores these 
annoying incidents, the better for hi his peace of mind. Most 
of us, who have been doing G.P. work for years, know very 
well of these most unpleasant affairs with colleagues. I am 
afraid that we shall often look in vain for any affection from 
our competitors. If * Disillusioned’ would read the excellent 
article ‘Why do my patients leave me?’ by C. P. Theron. M.B.. 
etc., of Bethlehem, and to be found in the S.A. Medical 
Journal of 22 November 1930, he may find much to think 
over and, we hope, help him to forget his troubles 


P.O. Box 46 J. F. Haegert, M.D. 
Ladybrand, O.F.S. 
22 March 1950 


MEDICAL ETIQUETTE ON THE TELEPHONE 


To the Editor: What is the tele ic medical etiquette 
between doctors? ,_ Somebody has to be kept waiting, but who? 
Some specialists’ ‘nurses’ nurse their employers so carefully 
that it is a major operation to get the doctors on the tele- 
phone. The remedy, of course, is simple: get another specialist 
who is not so unapproachable. 

Seriously, though, cannot we have an unwritten law of 
courtesy that the doctor ‘called’ will not insist on the 

‘caller’ coming to his telephone first: and that the caller 
will be ready to take up the telephone immediately the called 
comes on? 

Some of our specialists are far too uppish about what should 
be a simple matter of commonsensical courtesy. What happens 
when both refuse to come off first!!—a Gilbertian situation. 
Therefore let the rule of the telephone be—if I'm called and 
I can do so, I take up the receiver. 

G.P. (Also Busy) 


4 April 1950. 
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